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≥100 ng/ml were significant predictors of poorer survival after liver resection. Tumor 1 number ≥2, tumor diameter ≥ 5cm and HAI grading ≥7 were significant predictors of a 2 poorer recurrence. The degree of portal hypertension probably reflects the severity of liver fibrosis shown that the preoperatively estimated portal hypertension was associated with the 12 prognosis of HCC (7, 8) . Major hepatic resection increases portal venous pressure 13 (PVP) in cirrhotic and non-cirrhotic livers, this increase in PVP after hepatectomy 14 however does not seem to have a direct effect on early postoperative morbidity and 15 mortality (10). On the other hand, directly measured high PVP during hepatectomy was 16 associated with complications after hepatectomy in cirrhotic patients with HCC (11).
17
The aim of the present study was to clarify whether PVP reflects prognosis of 18 patients with HCC after hepatic resection and to identify factors affecting recurrence 1 and survival. liver scintigraphy represented by liver to liver plus heart ratio at 15 minutes after 99mTc
Galactosyl sialyl albumin (GSA) loading (LHL15) and Child-Pugh classification. were performed using the Cox proportional hazard model. Differences were considered 7 statistically significant when the p-values were < 0.05. Statistical analyses were done 8 using SPSS Version 18.0 software package (Tokyo, Japan). 
RESULTS

11
Patient characteristics and differences between high and low PVP 12 Eighty-three percent of patients were male, and median age was 65 (20-81).
13
Forty-seven patients (26.6%) were seropositive for hepatitis B antigen (HBs-Ag), three
14
(1.7%) were seropositive HBs-Ag and hepatitis C antibody (HCV-Ab), 84 (47.4%) were 15 seropositive for HCV and 43 (24.3%) were seronegative for both HBs-Ag and HCV-Ab.
16
There were 48 patients with high PVP and 129 patients with low PVP. The 17 characteristics of patients with high PVP and low PVP, which was assessed along with 18 the parameters related to the PVP, are described in with ascites in 18 (13.9%), pleural effusion in 23 (17.8%), and infectious disease in 9
10
(7%) respectively. There were no differences in postoperative incidence of the pleural 11 effusion, ascites, and infection between the high and low PVP groups. However,
12
patients with a high PVP had significantly more often liver dysfunction (n=7) compared 13 to the low PVP group (n=2, p=0.01). respectively. This again was significantly better than the corresponding 47.7%, 27.0% PVP, liver damage class B, HAI grading ≥ 7, AFP ≥100 ng/ml, and vascular invasion 13 were significant prognostic factors for poorer survival ( 16. Kanematsu T, Takenaka K, Matsumata T, Furuta T, Sugimachi K, Inokuchi K.
10
Limited hepatic resection effective for selected cirrhotic patients with primary liver 11 cancer. Ann Surg. 1984; 199: 51-56. 12 17. Hidaka M, Eguchi S, Okudaira S, Takatsuki M, Tokai H, Soyama A, et al.
13
Multicentric occurrence and spread of hepatocellular carcinoma in whole explanted Table 3 . Results of the univariate and multivariable analyses of prognostic factors regarding recurrence after hepatectomy AFP, alpha-fetoprotein; HAI, hepatic activity index; ICG R15, indocyanine green retention test at 15 minutes; LHL, liver to liver plus heart uptake ratio at 15 minutes; PIVKA II, protein induced by vitamin K absence II; PVP, portal venous pressure.
